Case report On 15 July 1982 a 45-year-old woman from Westchester County, New York, developed severe headache, light headedness, chills, and fever. Three days later she also had nausea and vomiting. On 14 Diplopia is the typical ocular complaint in these instances. Like other neuropathies, oculomotor weakness usually resolves within two weeks to five months after onset.'2 14 Whether antibiotics improve the rate of recovery has not been established. 25 One patient with an Argyll-Robertson pupil'2 and another with a reversible Homer's syndrome26 have been reported on, and optic atrophy has been noted in several patients (see below).9 12 27 28 Papilloedema of diverse causes has been seen occasionally.'2 162022 It has been observed in a minority of Lyme disease patients with meningitis. 14 22 It is then typically bilateral and may be symptomatic, leading to complaints of blurred vision. It is of interest that the intracranial pressure is often not raised, so that the pathogenesis of this condition is obscure. Too few data are available to assess the natural history of papilloedema in Lyme disease meningitis, but antibiotic therapy appears to hasten the resolution ofcertain other clinical signs.2 In one report resolution of papilloedema was accompanied by the development ofpigment epithelial mottling at the fovea, '6 and in two other cases optic atrophy ensued. 12 Papilloedema has also been reported in several Lyme disease patients who had increased intracranial pressure but no evidence of meningitis.'5 Sixth nerve palsy was sometimes present in these patients. Cranial tomography failed to reveal mass lesions or enlarged ventricles resulting in a diagnosis of Lyme disease-associated pseudotumor cerebri for some of these patients.'5 Antibiotics plus additional medications for reducing intracranial pressure have been useful therapeutically.
Anecdotal cases of optic neuritis'420 and optic atrophy92728 possibly due to Lyme disease have been reported. Bertuch et al'8 described a patient who developed progressive temporal pallor ofthe right optic disc six months after onset ofan illness presumed to be Lyme disease. In addition Shechter'7 described a patient who developed papillitis of the right eye with an inferior altitudinal visual defect three months after the onset of Lyme disease. Despite a course of high dose systemic corticosteroids, the left eye ofthis patient also became involved. The process eventually stabilised after a course of antibiotics plus corticosteroids. The author's diagnosis in this latter case was ischaemic optic neuropathy due to Lyme disease.
Other late ophthalmic manifestations of Lyme disease have been described. Corneal abnormalities presumed to be due to Lyme disease have been described in four patients who developed a form of interstitial keratitis six months to as long as five years after the diagnosis of Lyme disease.'8192' None of these patients had other symptoms attributable to Lyme disease when the ocular disease was demonstrated, and all four had previously received antibiotic therapy for Lyme disease. The keratitis was characterised by scattered corneal opacities that occurred randomly within the corneal stroma from Bowman's membrane to Descemet's membrane, either unilaterally or bilaterally. Bilateral involvement of the cornea was noted in one case in which the corneal stroma was involved asymmetrically.'9 In one patient minimal neovasculatisation was seen.'9 Two patients were asymptomatic, one of whom was found to have diminished visual acuity on routine school screening; the other two patients complained of decreased vision. The keratitis responded to topical corticosteroids'9 21 but apparently not to systemic or tropical antibiotics,'8 which supports the conjecture that this process has an immunological rather than an infectious origin.
Eye involvement in Lyme disease shares certain similarities with that seen in syphilis. Syphilitic uveitis or iritis occurs in about 4% of patients with secondary syphilis, but may also follow inadequately treated primary syphilis or may be a part of tertiary syphilis."0 Keratoiritis is the commonest manifestation, but choroiditis, lenticular opacities, retinitis, and panophthalmitis may occur. 30 The vitreous often shows multiple yellow-grey exudates, which tend to spread along retinal vessels.3' An important differentiating feature of syphilitic keratitis from that so far reported in Lyme disease is the early and massive neovascularisation of the cornea in syphilis. 19 Most authors suggest treatment 
